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Movements for the Extension of Medical Care 


We present in this issue data on the extent of medical 
care and current movements for its further extension. 
Only important illustrations of experiments under way, 
and not exhaustive accounts, are given. The subject is 
one in which socially minded ministers and lay leaders have 
long expressed an interest. The Federal Council of 
Churches has taken no official position in regard to any of 
the opinions quoted or plans described —TueE Epitor. 


Better medical care is needed by !arge numbers of peo- 
ple. To this generalization wide assent could be secured. 
How shall it be provided? How much reliance shall 
there be on the individual practitioner, how much on vol- 
untary cooperation, how much on governmental action? 
It is mainly over questions of procedure that divisions of 
opinion occur and issues arise. A ferment of discussion 
has arisen, both within and outside the medical profession. 
Consumer organization has both aroused public opinion 
and brought about changed ideas among many physicians. 
There is “more life in medicine” than for many years. 
Seven years ago Michael M. Davis, one of the most ex- 
perienced research workers in medical economics, wrote: 
“Changes in medical practice are not merely impending ; 
they are occurring. The country is full of significant trends 
and experiments.” (New York Times, June 8, 1933.) 
One authority recently stated that “300 experiments” were 
under way. In regard to their merits, eminent physicians 
are sharply divided, with the weight of opinion in favor of 
the traditional method of the individual practitioner who 
receives a fee for his service, and who is freely chosen by 
the consumer, and against most of the innovations and 
reorganizations in process. And, when “the experts” dis- 
agree, what does the layman do? Must he try to “choose 
his experts?” It is the purpose of this monograph to di- 
gest recent and comprehensive information about the so- 
cial and economic situation as it relates to medical care, 
to refer to certain significant experiments in the reorgani- 
zation of provision for medical care, and to try to state 
issues clearly. It is hoped that the material assembled may 
assist study or discussion groups interested in this question, 


Wuo Neeps Better MEpIcAL CARE? 


Rural communities, and families with low and even 
moderate incomes in cities, especially migratory workers 
and Negroes, are generally the centers of attention. Medi- 
cal care must be purchased. Competent studies have dis- 
covered a relationship between income and the extent of 
medical service actually purchased. The lower the income 
the poorer the service, is the usual situation. 


About rural communities, with their scattered popula- 
tion, it may be definitely stated that the quality of medical 
care available is lower than that in cities generally ; there is 
a lack of hospital facilities and of the laboratories and other 
equipment commonly associated with hospitals; the lack 
of cash from the farm enterprise has prevented many 
families from purchasing care; and there is much testi- 
mony showing shortages of physicians in certain areas and 
showing excessive mileage fees on the part of town or city 
physicians visiting farm homes. Harold Maslow reported 
in Rural America (New York) for February, 1939, on 
studies of six rural Wisconsin counties for 1912 to 1936, 
mentioning particularly the mobility of rural physicians. 
“On the average each year, eleven out of every hundred 
doctors were on the move; about six of them were moving 
out of these counties, while five were moving in.” One 
little town had had at least seven different doctors in the 
fifteen year period. The gross number of physicians in 
the six counties declined from 147 to 114, but this decline 
was not as seriously regarded by Mr. Maslow as the shift- 
ing of the practitioners. Rural practice is “unattractive” 
to physicians. The factors mentioned above have com- 
bined to create economic insecurity for rural doctors. In 
this connection it must be noted, however, that improved 
transportation is enabling physicians to cover much larger 
territories than was possible a generation ago. 


A factor present in city and country is, of course, the 
“non-budgetable” nature of most bills for sickness, which 
some regard as a more fundamental problem even than 
the cost of care in relation to income. While much of the 
need for medical care is calculable, illnesses are not ail 
predictable, and for many low-income families of city and 
country become “an annual gamble.” A number of un- 
lucky families each year draw a crushing burden in the 
form of high costs for illness. 


Doctor and dentist bills for families of urban wage earn- 
ers and clerical workers add up to an average of approxi- 
mately $34 a year, according to a survey of 14,469 urban 
families in 42 cities in 1934-36, made by the U. S. Bureau 
of Labor Statistics, reported in the May, 1940, issue of 
the Monthly Labor Review of the U. S. Department of 
Labor. “Other medical costs such as medicine, drugs, 
health and accident insurance bring the total bill for medi- 
cal care to an average of slightly more than $59 a year,” 
the report said. “Out of the total bill of $59 about $13 
went to the family doctor. Dental service took approxi- 
mately $11 a year, medicines and drugs accounted for $10, 
hospital expenses took almost $6, and the remaining $19 
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went for eye glasses, accident and health insurance, and 
miscellaneous medical expenses. The aggregate expendi- 
tures for health protection represent an average of $16 for 
each member of the family. This sum is not within hail- 
ing distance of the $76 per person which has been esti- 
mated by competent authorities as the cost of adequate 
medical care on a fee-for-service basis. 

“Dollar-and-cent outlays for medical and dental care 
step up as families attain easier circumstances. Families 
in the $2,700 to $3,000 income group, for example, aver- 
age $109 a year for health protection and those with in- 
comes of $3,000 and over ... $115. At the other extreme, 
families with incomes of $500 to $600 spend only $22 a 
year for medical and dental care.” 

Comprehensive and recent data about the extent of acute 
and chronic illness in the nation were gathered by the Na- 
tional Health Survey of the United States Public Health 
Service with the aid of grants from the Works Progress 
Administration. Information was obtained by a house- 
to-house canvass of 740,000 families in urban communi- 
ties in 84 cities in 19 states, and of 36,000 families in 
selected rural areas in three states, between October 1, 
1935, and March 30, 1936. The data were presented at 
the National Health Conference in Washington, D.C., 
July 18-20, 1938, called by the Interdepartmental Com- 
mittee to Coordinate Health and Welfare Activities. 

Opening the Conference, Miss Josephine Roche, the 
chairman of the Interdepartmental Committee, summar- 
ized factual material in the survey and other studies made 
for the Committee, as follows: 

“That the gross sickness and mortality rates for the 
poor in our large cities.are as high today as they were for 
the nation as a whole, half a century ago. 

“That among families on relief canvassed in the Na- 
tional Health Survey, acute illness is 47 per cent more 
prevalent and chronic illness 87 per cent more prevalent 
than among families with incomes of $3,000 or over. 

“That non-relief families with incomes of less than 
$1,000 experience twice the rate of disability through sick- 
ness that families in the higher-income group experience. 

“That no physician’s care is received in 30 per cent of 
serious disabling illnesses among relief families and in 28 
per cent of such illnesses in families just above the relief 
level. 

“That infant mortality is high wherever economic 
status is low. 

“That half of the two million babies born each year— 
a million babies—are born to families either on relief or 
with less than $1,000 annual income, and that a great ma- 
jority of the mothers of such low-income families do not 
receive adequate prenatal care. 

“That one-half to two-thirds of maternal deaths are pre- 
ventable and that the death rate of infants in the first 
month of life can be cut in half.” 

“The women and men . . . from rural sections of our 
land can translate into human realities the statistics which 
show that 40 per cent of the counties in the United States 
have no registered general hospital; that more than two- 
thirds of the states have fewer general hospital beds than 
are considered adequate by professional standards. . . .” 

Katharine F. Lenroot, chief of the Children’s Bureau, 
reported particularly on maternal and child welfare, as 
follows: “It is the poorest areas with the lowest levels of 
living that have the largest ratio of child to adult popula- 
tion and that constitute the reservoir for population re- 
placement for the rest of the country. Great differences 
exist among states and among areas within states as well 
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as among regions. What these differences mean in human 
terms is indicated by studies of expenditures at different 
economic levels. Less than half the families studied by 
the Bureau of Labor Statistics were spending enough for 
food to provide adequate diets. Studies made by the De- 
partment of Agriculture indicate that there is little chance 
for fully adequate diets until the average annual expendi- 
ture for food amounts to $130 or $140 per person per 


SUGGESTIONS FoR A NATIONAL HEALTH PROGRAM 


To help meet the nation’s health needs, a Technical 
Committee on Medical Care presented suggestions to the 
National Conference. The members of the Committee 
were: Chairman, Martha M. Eliot, M.D., Children’s Bu- 
reau; I. S. Falk, Social Security Board; Joseph W. 
Mountin, M.D., Public Health Service; George St. John 
Perrott, M.D., Public Health Service; and Clifford E. 
Walker, M.D., Public Health Service. The recommen- 
dations of this Technical Committee were summarized in 
a popular bulletin brought out by the Interdepartmental 
Committee entitled Toward Better National Health, pp. 
21-27, as follows: 

“In 1936, the total number of dollars paid out for the 
medical care received in the United States was about 
$3,200,000,000, a sum less by almost half a billion than 
that spent in 1929. Eighty per cent of the total comes 
out of the family budgets of the country. Government 
medical care for certain groups of the population accounted 
for 16 per cent. Industry and philanthropy together pro- 
vided only four per cent of the total, although the opinion 
is sometimes held that these two agents provide a much 
larger proportion. 

“. .. The Committee worked out a detailed estimate of 
the cost of providing adequate health facilities under sev- 
eral different methods of payment. A program proposing 
the gradual addition of facilities over a 10-year period was 
recommended as follows: 

“1. The expansion of public health organizations in 
state and local communities, with special attention to the 
control of tuberculosis, venereal diseases, malaria, pneu- 
monia, and cancer, and the extension of work in mental 
hygiene and industrial hygiene; maternity care, care of 
newborn infants and of older children, including services 
for crippled children. The maximum amount of new 
money required from federal, state, and local sources for 
these services was estimated to be approximately $365,- 
000,000 a year. 

“2. The expansion of hospital facilities in hospitals pro- 
viding general care and in special institutions for the tu- 
berculous and the mentally diseased ; and the construction 
of health and diagnostic centers in rural areas remote from 
hospitals. Averaged over a 10-year period, the total cost 
involved in new construction, including special 3-year 
grants for temporary maintenance, was estimated to be 
$147,400,000 a year. 

“3. The provision of medical care for the medically 
needy for about 40 million persons, those now receiving 
various sorts of public assistance and those in families 
otherwise self-supporting but unable to meet the costs of 
sickness. The maximum amount required for essential 
medical services, hospital care (except for patients in- 
cluded in other parts of the program), bedside nursing 
care, and emergency dental care, at a total cost of about 
$10 for each person in these groups, was estimated to be 
$400,000,000 a year, including federal, state, and local ex- 
penditures. 
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“These proposals call for gradual development starting 
with amounts less than one-tenth of the estimated annual 
expenditure at the peak of the program. With overlap- 
ping items taken out, the maximum amount needed by 
the tenth year for the provision of all of the above services 
and facilities was estimated to be $850,000,000 a year. 
The Committee recommended that the federal govern- 
ment meet about one-half of the cost of this program. 

“Just as the Committee was careful to examine national 
averages of illness, it was careful also to examine national 
averages of illness costs. It is true that the current bill 
for sickness works out at an average of about $25 a year, 
but sickness bills, as every family knows, hardly ever come 
in average doses. One year there may be very little to 
pay; another year medical bills may rock or even wreck 
the financial foundations of thoroughly self-supporting 
families. But is it perhaps possible to turn these uneven 
costs into average costs by spreading them among large 
groups of people and over long periods of time? The 
imsurance principle has been successfully applied to a num- 
ber of the calamities which strike with little warning. Can 
it or some other method of spreading costs be applied to 
the risk of sickness costs? 

“At present, about two million people belong to mutual 
organizations and cooperative health societies which spread 
out the cost of medical care, and the membership of group 
hospitalization plans runs around the same figure. But at 
least 100 million people would be benefited by taking part 
in an extension of such plans, and if they did so, the gov- 
ernment money now used for the medically needy might 
contribute, along with contributions by individuals, toward 
supplying the necessary funds. 

“The average cost for providing adequate medical care, 
if purchased on an individual basis at minimum fees, has 
been estimated at about $76 per person or $310 a year for 
the average family. If purchased by large groups of the 
population, however, the cost is estimated at about $17.50 
a year, or with dentistry included, $25 a year per person. 
That would be $100 for the average family. 

“The savings made possible by this approach are evi- 
dent. Government aid in financing such a plan would be 
necessary. In working out state plans for a general pro- 
gram of medical care, alternate means of raising funds— 
by taxation, by insurance or by a combination of the two 
—and the extent of federal grants-in-aid to states should 
be carefully considered. The Committee recommended 
that the group to be covered and the method of financing 
be left to the states. 

“The Committee made one further recommendation 
concerning the financial side of illness. The records of 
dependency and relief show how frequently illness is the 
cause of economic breakdown. A worker who is home 
sick for several days often loses his wages; a worker who 
is home sick for a period of weeks or months often loses 
not only his wages but his job. Of the five or six million 
people who are out of the running because of illness on 
an average day in the year,” about half will suffer only 
temporary disability. The other half are likely to become 
permanently disabled. “And four out of five of those who 
— get well are under 65, many of them with depen- 

ents. 

“Some of these people will be protected under work- 
men’s compensation laws, some through voluntary insur- 
ance; a few will have adequate savings, but many will 
have no recourse. The Committee, therefore, recommends 
consideration of their case, an examination of the possi- 
bility of a plan like unemployment compensation for those 
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temporarily unable to work, and a plan like old age in- 
surance for the permanently disabled. Since not only the 
health of the wage earner, but that of his dependents is 
at stake, the Committee feels that maintenance of the sick 
worker’s purchasing power is an important part oi any 
program for national health.” 


LEGISLATION PENDING 


Senator Robert F. Wagner introduced in February, 
1939, a bill (S. 1620, 76th Congress, 1st session) propos- 
ing the general enactment of the recommendations of the 
Technical Committee into law. Hearings were held by 
the Senate Committee on Education and Labor, which re- 
ported in August, 1939, that it wished to give the matter 
further study, and during recent months little has been 
heard about the measure. In 1940 the Senate passed the 
National Hospital Act (S. 3230) authorizing federal ap- 
propriations of $10,000,000 a year for six years for erec- 
tion of hospitals in rural areas. These hospitals would 
be built by the Federal Works Agency on application of 
a state or locality after approval of plans of a national ad- 
visory hospital council. The House of Representatives 
has as yet taken no action. 

The National Health Bill of 1939 would have appro- 
priated $98,250,000 for 1940. Social Security Act funds 
of $17,075,000 annually for health services would have 
been increased to $48,000,000. The bill would have made 
new appropriations of $50,250,000 for hospitals, grants to 
states for medical care and grants for setting up systems 
of temporary disability compensation. 

The Social Security Act of 1935 has resulted in a con- 
siderable increase in public health services. For example, 
Surgeon General Thomas Parran speaking to the annual 
meeting of the National Health Council in New York, 
February 15, 1940, stated that in January, 1935, there 
were 594 counties in the United States with local health 
departments having full-time direction of a medical health 
officer, and under the stimulus of federal grants on a 
matching basis the number of such counties had in 1939 


_ reached 1,381, an increase of 132 per cent. This develop- 
‘ ment was of special interest to rural leaders. State funds for 


[3] 


health work in cooperation with federal grants increased 
by $33,000,000 in five years and totaled $64,996,773 
in 1940. The Surgeon General also reported considerable 
progress in training personnel, with the assistance of fed- 
eral grants. Between February, 1936, and June 30, 1939, 
training was given to 5,400 individuals, in whole or part 
from federal funds. The National Cancer Institute, begun 
in 1937 by special Act, mainly to coordinate and stimulate 
researches, functions with an appropriation of $570,000 
for the fiscal year 1940. The Venereal Disease Control 
Act of 1938 resulted, according to the Surgeon General, 
in the cure of 100,000 persons of syphilis at public clinics. 
This law (La Follette-Bulwinkle) authorized grants in aid 
to states of $3,000,000 in the fiscal year 1939, $5,000,000 
in 1940, and $6,200,000 in 1941, a total of $14,000,000. 
Social workers and public health physicians present much 
testimony that these funds widened the attack on venereal 
disease, by improving diagnosis, treatment and training of 
personnel. “Progress during the past year has been 
greater than during any comparable period.” 


DiscuSSION OF THE NATIONAL HEALTH PROGRAM 


The hearings held by the Senate Committee on Educa- 
tion and Labor resulted, according to the preliminary re- 
port of the Committee, in “wide support from large and 
representative organizations.” Numerous spokesmen for 
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the American Medical Association disapproved of the 
“methods proposed” and presented many other adverse 
arguments including the claim that the bill did not safe- 
guard in any way the continued existence of private prac- 
titioners. The American Hospital Association asked for 
numerous amendments to an “imperfect instrument.” 
John B. Andrews, secretary of the American Association 
for Labor Legislation, stated that the Association was in 
favor of the legislation “as a forward step in a national 
health program.” The United Mine Workers of America 
went on record as supporting the bill. Homer Folks, sec- 
retary of the State Charities Aid Association of New 
York, asked for “serious and favorable attention” for “a 
splendidly written piece of legislation.” Edward A. 
O’Neal, president of the American Farm Bureau Federa- 
tion, favored the objectives of the bill directed toward 
equalizing health and medical facilities. Other spokesmen 
from farm organizations agreed. 

On November 18, 1939, the trustees of the American 
Medical Association, Chicago, made public a platform of 
principles for a national health program. It recommended 
that all federal health functions be consolidated in one 
agency ; the allotment of such funds as the Congress may 
make available to any state in actual need for prevention 
of disease, promotion of health or care of the sick only “on 
proof of such need”; the principle that the care of public 
health and provision of medical service is primarily a lo- 
cal responsibility ; the extension of medical care for the 
indigent on the basis of local determination of need and 
local control of administration; the utilization to the ut- 
most of qualified medical and hospital service already 
available ; “the continued development of the private prac- 
tice of medicine, subject to such changes as may be neces- 
sary to maintain the quality of medical services and to 
increase their availability” ; expansion of public health and 
medical services “consistent with the American system of 
democracy.” 


The trustees also declared that the medical profession 
had already approved pre-payment plans “to cover the 
costs of hospitalization and also pre-payment plans on a 
cash indemnity basis for meeting the costs of medical care.” 
The trustees stated, however, their opinion that “the in- 
troduction of methods such as compulsory sickness insur- 
ance, state medicine and similar techniques results in a 
trend toward communism or totalitarianism and away 
from democracy.” 

Public discussion has recently been enlivened by other 
declarations of individuals and groups of physicians. For 
example, on April 6, 1938, Professor James H. Means of 
the Harvard Medical School, in his presidential address 
in New York before the American College of Physicians, 
called on those physicians “who believe in popular gov- 
ernment to bestir themselves” and organize “an effective 
opposition party” to the American Medical Association. 
Professor Means challenged several conventional concepts 
accepted by organized medicine, particularly the “sacro- 
sanct doctor-patient relationship,” the attitude of general 
opposition toward group practice [later described], the 
matter of a third party determining the physician’s fee, 
and the free treatment of the indigent patient. Actually, 
said Professor Means, “third parties” are in certain in- 
stances determining proper fees for medical services, and 
this “is not only not an intrusion into the holy doctor- 
patient relationship, but actually increases the likelihood 
of the patient’s receiving from the doctor the best and 
wisest treatment the doctor is capable of giving.” The 
public wards of a teaching clinic, contended Professor 
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Means, provide the best places for accurate diagnosis and 
correct treatment because there group work is carried on 
and “if one makes a mistake another will observe and 
correct it.” 


Another group is the Committee of Physicians for the 
Improvement of Medical Care (once known as the Com- 
mittee of 400, which added considerably to that number), 
of which Professor John P. Peters of the Yale University 
School of Medicine is the secretary. This Committee is- 
sued in November, 1937, a “medical declaration of inde- 
pendence,” stating that “the health of the people is a di- 
rect concern of the government” and that a “national 
health policy directed toward all groups of the population 
should be formulated.” They advocated a set of princi- 
ples which were overwhelmingly rejected when presented 
to the American Medical Association in June, 1937. This 
group, which included many well-known physicians, de- 
clared that the medical profession is only one of the groups 
to whom medical care is a matter of vital concern; that 
the cost of adequate medical care of the medically indi- 
gent should be met from public funds, local, state or fed- 
eral; that public funds should be made available for the 
support of medical education and for research; that pub- 
lic health services, federal, state and local should be “‘ex- 
tended by evolutionary processes”; “it is probable that 
certain alterations in our present system of preventing 
illness and providing medical care may become necessary 
—indeed, certain changes have already occurred.” 


On February 25, 1940, the Committee of Physicians for 
the Improvement of Medical Care, through its secretary, 
issued a statement commenting on the national health 
platform of the A.M.A., summarized above. The state- 
ment declares that the platform is “ambiguous” on the 
question of group practice and on the appropriation and 
allotment of federal funds for improvement of medical 
care. It also challenges the A.M.A. stand against com- 
pulsory health insurance.. The Committee does not advo- 
cate an immediate adoption of compulsory health insur- 
ance, but feels that because this method has been so ex- 
tensively employed in other countries, it should receive 
full consideration here. 


Another relatively new organization of physicians is 
the National Physicians Committee for the Extension of 
Medical Service, with headquarters in Chicago. This 
Committee ran a double page spread advertisement in 
colors in the Saturday Evening Post for July 13, 1940, 
offering to send free to inquirers a brochure entitled Price- 
less Heritage. This booklet lauds the traditional methods 
of American medicine and opposes “encroachment of gov- 
ernment.” 


A STATEMENT OF PROBLEMS 


Concluding a careful study entitled Physicians and 
Medical Care for the Russell Sage Foundation, Esther 
Lucille Brown wrote: “If the problem of the nineteenth 
century was that of the initiation of better medical schools 
and of concentration upon the basic sciences, the problem 
of the twentieth century is that of devising ways and 
means whereby adequate care can be provided for the en- 
tire population and physicians compensated fairly for the 
service rendered. This is primarily an economic problem, 
in which both physicians and society are involved, for both 
have much at stake. It matters little how excellent pro- 
fessional preparation may be, if the physician finds him- 
self unable to render adequate care because of the persis- 
tence of outworn methods of delivering service or because 
of the inability of patients to pay for needed attention. 
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From the point of view of society, it makes slight differ- 
ence how many physicians there may be, if large parts of 
the population have not been taught to consult them and 
if plans have not been put into operation whereby the cost 
for those persons in the low-income groups can be so 
financed that they may have sufficient medical care. 

“Various experiments, such as those in the field of vol- 
untary health insurance, . . . look toward a partial solution 
of a pressing need. Studies of compulsory health insur- 
ance and extension of state-supported medical services 
point to other ways of making care more widely available. 
It is evident that thinking has shifted in the direction of 
the needs of the masses, and the demands of society be- 
come increasingly more exigent. Regardless of the atti- 
tude of those physicians and medical societies who would 
preserve the status quo, there are a great many individual 
physicians, members of the health services, and lay per- 
sons concerned with questions of health who believe that 
change is imminent, and that only through change can 
there be progress. 

“That serious difficulties confront those who seek to de- 
vise means for extending medical care to the entire popu- 
lation while still preserving all that is best in medicine can- 
not be denied. . . . But the importance of finding a solution 
is commensurate with the difficulty involved. The chal- 
lenge that confronts them has been well described by Dr. 
[Henry Ernst] Sigerist [of Johns Hopkins University] 
who insists that American medicine stands at the cross- 
roads. By unremittingly purposeful effort it has equipped 
itself with hospitals, laboratories, schools, and well- 
trained physicians. At present it is faced with the great- 
est task of all, that of putting this artfully fashioned ap- 
paratus to work in such a way that all people may receive 
medical care. ‘It is an enormous problem, requiring a 
great deal of courage; for it is a question of treading on 
new ground, of going along untried paths. A new fron- 
tier has been opened, and calls for another generation ,of 
pioneers.’ (American Medicine, p. 192.)” 

Currently, there is much interest in the various experi- 
ments in process, and the proposals advocated for the re- 
organization of medical care, so as to achieve a better dis- 
tribution of service and to bring adequate compensation 
to those who render the services. 


Group PRACTICE 


The claims for group practice seem to the lay mind 
fairly simple. “Six heads are better than one,” it is often 
said. The practice of medicine has become very complex. 
It is being claimed that one man working alone in his 
office cannot possibly be as effective as a group working 
together for the purpose of coordinating the specialties. 
The most effective pleas for group work have probably 
been made by Dr. Hugh Cabot, well-known physician, 
who both practiced medicine as an individual and was a 
member of the Mayo Clinic. (The renowned Mayo Clinic 
practices group medicine, with, however, “a fee for serv- 
ice.”) In an article in the American Magazine (New 
York) for April, 1940, Dr. Cabot gives the laymen his 
stand against the fee system and rugged individualism. 
Dr. Cabot says he made much more money in private prac- 
tice, but he is convinced that in his group practice the pa- 
tients received better care and treatment. “I never hesi- 
tated to refer a patient to a specialist, because I never 
feared he would suspect I didn’t know my business or was 
trying to split a fee. I never attempted a diagnosis with- 
out exhaustive laboratory tests. I was never afraid of 
losing a patient to a glib competitor. I advised and oper- 
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ated under ideal conditions—all to the infinite benefit of 
my patients.” The general practitioner Dr. Cabot holds, 
is not replaced by group practice, but rather may have a 
brighter future than as an individualist. He may become 
“a vital member of a medical group” and may continue 
to develop kindly personal relations with his patients. 

After the first World War group clinics sprang up rap- 
idly, especially in the West. Frequently a group consists 
of one or two general practitioners, a surgeon, a gynecolo- 
gist, an ophthalmologist, an ear, nose and throat specialist, 
a dentist, and a pathologist. Usually they have no hospi- 
tal of their own, but are affiliated with one. Attempts are 
usually made to give complete medical service to all pa- 
tients. “One physician assumes responsibility for each 
case while the others act as expert advisers.” (Brown, 
op. cit.) By pooling resources, complete equipment on a 
basis not possible for separate physicians can be provided. 
A business manager is employed. Income is pooled and 
compensation made to physicians by agreement among 
themselves. Pre-payment plans have been worked out by 
certain group clinics. One of the best known of the clinics 
is the Ross-Loos Medical Group of Los Angeles, which 
charges subscribers a $2.50 monthly assessment for the 
services of both general practitioners and specialists, and 
makes extra (but lower than prevailing) charges for den- 
tistry, eye glasses and expensive medicines. 


Group practice may be variously organized, according 
to the type of control, and alert consumers are becoming 
very much aware of the issue of control. In Survey 
Graphic (New York) for July, 1940, Avis D. Carlson 
writes about this aspect of group plans in an article, “What 
Organized Patients Should Know.” Mrs. Carlson points 
out (1) that in certain areas, notably coal mining towns, 
group pre-payment plans have been worked out in which 
the employer controls, and neither physician nor consumer 
have any real say; (2) there is the type, as in the case of 
Ross-Loos of Los Angeles or Trinity Hospital at Little 
Rock, in which the service is controlled and administered 
by the physicians on the staff; (3) there are the coopera- 
tive medical centers, such as Community Hospital at Elk 
City, Oklahoma (See INFORMATION SERVICE, October 9, 
1937) and Group Health Association of Washington, in 
which “control rests with the patients.” They hire the 
doctors and make the business decisions. 


APPLYING THE CONSUMERS’ COOPERATIVE METHOD 


The application of the principles of consumers’ coopera- 
tion to the provision of medical services is not new. More 
than 20 years ago Dr. James P. Warbasse, well-known 
surgeon, president of the Cooperative League of the 
U.S.A., spread the news that in certain cities on the con- 
tinent of Europe the consumers’ cooperative associations 
were employing physicians and thus providing themselves 
with certain medical services. Only within the past five 
years, however, have the developments been significant 
here. The Bureau of Cooperative Medicine of the Co- 
operative League was set up, with Dr. Kingsley Roberts, 
well-known New York physician, as the director. There 
has also been formed the Group Health Federation of 
America, a national association of Pre-Payment Medical 
Service Plans, of which the members are: Civic Medical 
Center, Chicago; Farmers Union Cooperative Hospital 
Association, Elk City, Okla.; Greenbelt Health Associa- 
tion, Greenbelt, Maryland; Group Health Association, 
Washington ; Milwaukee Medical Center; Wage Earners 
Health Association, St. Louis ; Ross-Loos Medical Group ; 
and the new Group Health Cooperative, 1790 Broadway, 
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New York, N. Y., organized by a permit of the New 
York State Insurance Department, under a plan approved 
by the Committee on Medical Economics of the New York 
County Medical Society. These are mainly newly-organ- 
ized, pioneering groups, which venturesome people have 
joined. 

Group Health Cooperative is the first organization of 
its type to secure a permit from the state insurance de- 
partment. Under its permit, it has solicited subscribers 
for its medical service plan. It has applied for a license 
to begin operations, and if the state insurance department 
grants the request, as expected, services will be rendered 
in December or January. A considerable number of 
physicians have pledged cooperation. Individual subscrib- 
ers receive specified medical services, after a physical ex- 
amination, in return for payments of $6.00 quarterly for 
the first member per family and $4.50 for each additional 
person. Groups of ten or more may join through payroll 
deductions of $1.50 a month or $4.50 a quarter. The co- 
operative membership is limited to those with an income 
of $3,000 a year for a married couple, with a further al- 
lowance of $300 a year for each dependent. 


Dr. Kingsley Roberts is of the opinion that the consum- 
ers’ cooperative technique is particularly applicable to 
families of the middle class of incomes, perhaps to about 
35 per cent of the families of the country. It would en- 
able these people by voluntary means to “help themselves 
and each other.” This assumes that the upper 15 per cent 
in the income brackets probably have sufficient income to 
purchase medical care on a fee for service basis, and that 
the lower 50 per cent do not have enough income and 
must have their purchases of medical care supplemented 
by public funds. 


Thirty plans of various kinds for the pre-payment of 
medical service in operation for a year or over were de- 
scribed in a pamphlet New Plans of Medical Service, pub- 
lished in 1940 by the Bureau of Cooperative Medicine, 5 
East 57th Street, New York, N. Y. 


HospiraL INSURANCE 


Especially popular with the middle classes have been 
plans for the pre-payment of hospital bills. These have 
been extensively formed under “3-cents-a-day” and other 
slogans. Early in 1940 there were reported to be 60 hos- 
pitalization plans of the non-profit type approved by the 
American Hospital Association, with a total membership 
of about 5,000,000. At recent rates of growth it has been 
estimated that there will be 200 plans in operation by 1942, 
with about 10,000,000 members. Hospital insurance is 
also sold on a commercial basis by underwriters through- 
out the country. Actuarial experience is slight, and prece- 
dents not yet numerous. The method of “trial and error” 
has already brought about revisions of plans in operation. 
But public demand continues to assert itself. 


MepicaL INDEMNITY PLANS 


Within recent years the medical profession has been ex- 
pressing increasing interest in one form of insurance for 
the payment of medical care by families, known as the 
“cash indemnity” plan. Under this plan a fami'ty pays a 
premium in accordance with the amount of the maximum 
indemnity that will be paid in a contract year. An exam- 
ple is the Medical Expense Fund of New York, Inc., 122 
Seventy-sixth Street, Brooklyn, N. Y., organized by 2,000 
physicians in 17 counties in the state of New York. The 
Fund was begun under the enabling provisions of the in- 


[6] 


surance law of the state which permits the formation of 
non-profit medical expense indemnity organizations, under 
regulations of the Insurance Department. The maximum 
amount of indemnity an individual beneficiary member 
may receive from this Fund is $500 a year. The rates 
for dependents are the same as those for individual sub- 
scribers. General medical care is provided, but not for 
treatment of illnesses or injuries existing prior to enrol- 
ment. The minimum premium per individual having an 
incgme of $75 a month without dependents is $10 a year, 
the equivalent of the prevailing fee of the much advertised 
“3-cents-A-Day” plans for insurance of payment of cer- 
tain hospital costs. However, the rates advance to $17 
for persons with incomes of over $175 a month, with de- 
pendents. This plan was offered to the public at a meet- 
ing in Brooklyn on November 15, 1940. 


Co-OrDINATED SERVICE FoR Low INCOME FAMILIES 


The Pino Plan, named after Dr. Ralph H. Pino, the 
originator, put in effect by the Wayne County Medicai 
Society, Michigan, in 1934, may be cited as an illustra- 
tion of the way various medical societies have endeavored 
to make possible better service for small wage earners. 
A Medical Service Bureau functions for employed per- 
sons whose incomes run about $20 to $30 a week. Per- 
sons in need of care apply to the Bureau “for medical re- 
lief through the Wayne County Medical Society.” <A fee 
for the service needed is determined upon, with due regard 
for the person’s ability to pay. Weekly or monthly pay- 
ments may be arranged. As a rule, bills for services are 
set at not to exceed 10 per cent of annual income. One 
of the chief aims of the plan was to preserve self-respect. 
In other states the Medical Societies have sponsored 
somewhat similar medical service bureaus. 


How Mucu Inpivipuar Practice, How 
Cooperation, How Mucu GoveRNMENT? 


William Trufant Foster put the question as follows in 
a Public Affairs Committee Pamphlet, Doctors, Dollars 
and Disease: “Shall we try voluntary insurance, compul- 
sory insurance, public medicine, or all three? . .. In 
order to extend the use of any one method, we do not 
have to renounce the others. We can have all three, and 
at the same time maintain the private practice of medicine 
on the individual fee-for-service basis, for those who want 
and are able to pay for such service.” 


If some form of insurance is deemed desirable to en- 
able most families to pay systematically for hospital and 
medical care, the issue resolves itself into a reliance on 
voluntary versus compulsory or state forms. Should the 
middle income families, perhaps 30 to 40 per cent of those 
of the nation, be encouraged to form their own coopera- 
tives or other funds and associations, and thus take care 
of themselves with no governmental subsidy or interven- 
tion? Would this be desirable if it could be accomplished ? 
Can it be accomplished? Can it be done speedily enough? 


One is compelled to ask oneself if the voluntary forces 
are capable of the widespread effort needed, or if their 
slowness will make for public impatience and hasten gov- 
ernmental provisions. The issue here is somewhat like 
that which arises when the relation of church employes to 
the social security system is considered. The implication 
in social security seems to be that the non-profit organi- 
zations must either provide some form of social security 
themselves, or inclusion in a federal system will eventu- 
ally come. 
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As for governmental insurance for the payment of costs 
of illness or accidents, there is none in the United States, 
except in the form of workmen’s compensation. Compul- 
sory insurance for payment of costs of illness is, however, 
in operation in 30 other countries, and in 20 others there 
are partly voluntary and partly compulsory plans. All 
the democratic countries of Europe have had experience 
in insurance for payment of expense of illness. (I. S. 
Falk in Social Work Year Book, 1939.) The introduc- 
tion of compulsory health insurance in Great Britaify in 
1911 had a slight influence on American public opinion. 
The American Association for Labor Legislation began 
a campaign here in 1913 and a “standard bill” was drawn 
up. Numerous legislatures have given consideration to 
such bills. The New York Legislature had before it va- 
rious proposals in the 1940 session, and the new constitu- 
tion of the state specifically enables the legislature to enact 
a law establishing health insurance. 


Considerations of governmental responsibility need 
to proceed, of course, on the basis of recognition of what 
is already going on in “public medicine.” It is already 
with us in not one but many forms. As we have seen, 
about 16 per cent of the annual expenditures for health 
and medical care were made by governments several years 
ago. A few students estimate the figure in 1940 to be 
around 20 per cent. State and local governments already 
pay large sums in the aggregate for the treatment of pa- 
tients who are on home relief. Students of this aspect 
of the problem list nine other types of extensive health and 
medical care already paid for by governments, local, state 
and national, as follows: public health nursing; public 
health departments; medical care for legally dependent 
persons (other than those on unemployment relief) ; gen- 
eral medical care for certain entire communities (largely 
rural) through subvention to practitioners or hospitals or 
both; services for the army and navy, students in pub- 
licly supported colleges, etc.; special provisions for pre- 
vention and cure of diphtheria, pneumonia, venereal dis- 
eases, etc.; public hospitals for indigents with acute and 
chronic diseases; public hospitals for mental and tuber- 
culosis patients; tax supported care for certain patients 
in non-governmental hospitals and clinics. 

I. S. Falk estimates that 15 per cent of all physicians 
are working on a salary basis, and perhaps half of these 
are employed by public agencies, but many of them are 
in administrative posts and not actual practitioners. (See 
Security Against Sickness, New York, Doubleday Doran, 
1936, $4.00.) 

Extension of public medicine, even certain forms of 
voluntary insurance for pre-payment of expenses, encoun- 
ter questions of the value of “freedom of choice” by the 
patient and of the intangible personal relationships be- 
tween patients and physicians. Both these practices of pri- 
vate medicine are vigorously and ably defended by the 
large majority of practitioners of medicine in the United 
States. However, certain physicians are of the opinion 
that very few people really know how to choose a physi- 
cian, and that many people with plenty of money are be- 
ing shifted around from specialist to specialist, with only 
confusion for the laymen resulting. Again, there is much 
expert testimony from physicians that the much talked 
of close personal relationship between doctor and patient 
is largely a fiction, at least in urban America, and that the 
general practitioner who has a bent for personal counsel- 
ing will still have all the opportunity for friendly contacts 
under the various reorganizations now under way or pro- 
posed. In this connection a prominent social worker re- 
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cently remarked that recognition should be given, in this 
controversy, to the fact that the intimate counseling offered 
by the pastorate is made available to people by an or- 
ganized church. 


The term “socialized medicine,” meaning state medicine, 
has often been used with invective, high emotion and gen- 
eral connotation of evil. As a result, calm consideration of 
the values and disadvantages of the extension of the exist- 
ing state medicine has often been prevented. 


There are a very few capable physicians and responsible 
laymen in the United States who would “go the whole 
way” toward state medicine. They are as yet a tiny min- 
ority. One such group is the Medical League for Social- 
ized Medicine, Dr. Joseph Slavit, chairman, 141 E. 19th 
Street, Brooklyn, N. Y. The League contends that medi- 
cine as conventionally practiced is inadequate in quanity 
and poor in quality and ineffective in prevention. The 
League has a program of medical care for all, supplied by 
the state, without fees or premiums. 


What we already have is a “mixed system” for the pro- 
vision of medical care, with public debate going on regard- 
ing the values of the various methods of making services 
available. The present defense program may bring about 
significant changes in health and medical programs, and 
may also create new problems that cannot be discussed at 
this writing for lack of data. Populations are shifting 
rapidly, congestion is taking place at important centers of 
defense industries, housing is inadequate, large numbers 
of men in the army will receive public medical care, com- 
munities are noting that the army and navy are already 
calling upon certain of their physicians and nurses for mili- 
tary service. All these developments will need to be ob- 
served by alert citizens aware of the issues presented in 
this monograph. 
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“Unemployment Relief a Federal Responsibility” 


“Our unemployed have been driven from pillar to post, 
from garret to basement—and then put in the street,” de- 
clared Edith Abbott of the University of Chicago in an 
address at the 1940 National Conference of Social Work, 
reprinted in Social Service Review (Chicago) for Septem- 
ber, 1940. There are a million persons on the waiting lists 
for W.P.A. who are “certified as being entitled to work 
because they are in need” but “probably most of them” 
are not on relief because “large numbers of local com- 
munities” refuse to assist men who are able to work. These 
men and their families are “without money for rent, for 
shoes, for clothing, and they are eating ‘surplus com- 
modities’ or remnants of food picked up here and there, 
and they are hunting through garbage cans.” The entire 
responsibility, she says, should be assumed by the federal 
government. Local work relief programs are carried in a 
number of states. But frequently under these plans relief 
clients are “performing regular functions for which it 
would otherwise be necessary to employ regular municipal 
workers.’? This, Miss Abbot comments, means that “a 
method of unemployment relief has been used to relieve 
the city budget by putting their regular workers on relief 
lists and then pretending to be charitable by requiring 
them to work for relief.” 

Private agencies today do only a small part of the total 
volume of services given the clients of the various agencies. 
But they are still very important. “For the private-agency 
directors should be the great interpreters of social work. 
... We need now a united effort in @ great reclamation 
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movement.” The first thing needed is “ a new recognition 
of the dignity of man.” The unemployed want work not 
relief. The writer believes that the only way to “prevent 
the tragedy of the last five years, which has given work to 
some and starvation to others” is to make “the same fed- 
eral agency responsible for all provision for the wnem- 
ployed. .. . What basis is there for life, liberty, and the 
pursuit of happiness if men do not have work, do not have 
food for their children, do not have a roof over their 
heads ?” 

The number of unemployed is variously estimated at 
from nine to twelve million persons. During the last year 
there was an average of about two million on W.P.A. and 
next year’s appropriation will provide for only 1,320,000. 
Some social workers have urged grants-in-aid for general 
relief (not including the unemployed). The writer thinks, 
however, that this “will still be a ramshackle system of 
relief with forty-eight different kinds and varieties of in- 
adequacies.” Unemployment is a national problem which 
calls for “heroic remedies and heroic expenditures . . . 
skilled and specialized administrators . . . for a pooling of 
the nation’s best brains and the nation’s most vigorous and 
most courageous action, pooled in behalf of the whole 
forty-eight states.” One of the great merits of this system 
is that it “provides the only just method of securing equal- 
ization.” 


“Children in a Depression Decade” 


A symposium on the present status of child welfare, 
under the above title, is presented in the Annals of the 
American Academy of Political and Social Science (Phil- 
adelphia) for November. It is the fifth volume on child- 
hood which the Academy has printed since 1920. Together 
they form “a series of signposts in the history of child 
welfare work during the past twenty years.” Among the 
general topics treated are “The Changing Mathematics of 
Child Welfare,” “The Changing Social Background,” 
“The Changing Family Background,” “Changes with 
Some General Problems of Child Welfare,” “A Decade of 
Dealing with Special Groups,” and “By Way of Perspec- 
tive.” 

Warren S. Thompson, director of the Scripps Founda- 
tion for Research in Population Problems, Miami Uni- 
versity, considers the probable effects of “Population 
Changes and Child Welfare.” He concludes that “the goals 
a community sets for itself, the values it decides to follow, 
...are likely, under present-day conditions, to exercise far 
more extensive influence on social welfare in general, and 
child welfare in particular, than are changes in population 
growth and composition.” 

William Hodson, Commissioner of Welfare, New York 
City, discusses “the Economic Basis for Child Welfare,” 
pointing out that relief is still “the chief support of six 
million children, many of whom have never known self- 
supporting family life.” 

Ernest R. Groves of the University of North Carolina 
believes that marriage counseling is making an important 
contribution to child welfare by interpreting marital prob- 
lems “as the expression of a complexity of environmental 
and personality influences.” 

George S. Stevenson, medical director of the National 
Committee for Mental Hygiene, discusses “the Mental 
Hygiene of Childhood,” pointing out significant changes in 
the types of services available and in the method of ap- 
proach. Clinical facilities have “definitely increased” since 
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